





19th CardioVascular Summit: TCTAP 2014LAD: Ostial chronic total occlusion
LCX: Minimal atherosclerosis
RCA: Patent proximal stent





Access: Right Radial artery 6F sheath, Right Femoral artery 7F sheath
Guiding: EBU 3.5 GC via Right femoral artery, SAL1 GC via Right radial artery
Wire: SION wire with Corsair support, Fielder FC wire
The RCA was engaged with 6Fr SAL 1.0 GC for retrograde approach. And the LCA
was engaged with 6 Fr EBU 3.5 GC. The Sion GW was used under Corsair MC to
pass through via PDA 2 to septal collateral of LAD. Then the GW was changed to
Fielder Fc for microchanel tracking. It was successfully passed into LM and the EBU
GC. Rendezvous technique was performed. Due to difﬁcult wiring the Sion GW to
distal LAD, another Filder Fc and Crusade MC were used. Then the proximal LAD
was dilated with sprinter 2.5/20mm. After IVUS, the LAD was stented with Resolute
2.5/30mm, 3.0/24mm and 3.5/24mm stent. But the LCX was jailed by intima ﬂap. At
this moment, the patient suffered from severe chest pain with hypotension. It was
difﬁcult to wire the GW through the distal struct of LAD stent with intima ﬂap. After
re-wiring into LCX, it was dilated with sprinter 2.5/20mm to restore the LCX ﬂow.
Then the dissected LCX was stented with Resolute 3.0/38mm and 3.5/24mm (into
LM with culotte technique). After stenting, a new carina created by dissection ﬂap
and stent struct was seen. After re-wiring, postdilating with NC sprinter 2.5/15, 3.0/
15 and 3.5/15mm to LAD and NC sprinter 3.0/15mm to LCX with ﬁnal kissing was
done. The stent morphology in LM by IVUS showed two stent channels at middle to
distal LM (Like simultaneous kissing stent) and two stent struct at proximal LM
(Culotte stenting). Second kissing with 3.5/15mm (LCX) and 3.0/15mm (LAD) was
done. The proximal LM was dilated NC sprinter 4.0/9mm. Final result: TIMI-3 ﬂow,
RS <5%.
TCTAP C-102
Successful Revasculation of a Chronic Total Occlusive Vessel in a Patient with
Tortuous Iliac Vessel
Dai-Yin Lu, Shih-Hsien Sung
Taipei Veterans General Hospital, Taiwan
[Clinical Information]
Patient initials or identiﬁer number:
ID Number Q100120814
Admission Number 19614041
Relevant clinical history and physical exam:
A 79 year-old gentleman had history of coronary artery disease with triple vessel
disease and peripheral artery occlusive disease s/p stenting at R’t superﬁcial femoral
artery. This time he was brought to hospital for spiking fever with watery diarrhea for
4 days. Chest tightness and chest pain developed one days later. Cardiac auscultation
revealed grade II/VI systolic murmur over apex. The abdomen was soft, with mild
diffuse tenderness, while no rebounding tenderness was found. The bowel sound was
hypoactive.
Relevant test results prior to catheterization:
The electrocardiogram showed sinus tachycardia with complete RBBB. Pathologic Qwave
at lead II, III, aVFwas also found. The laboratory exam showedWBCcount 10800 /uL, and
CRP level was 0.35 mg/dL. Elevated cardiac enzymes were noted, with CK 262 U/L, CK-
MB 11 U/L and troponin I 4.14 ng/ml.
Relevant catheterization ﬁndings:
Coronary angiography from right femoral artery route revealed coronary artery disease
with triple vessel disease. The left main coronary artery was patent; left anterior
descending artery(LAD): -P to –M: up to 40% stenosis, -M: 80% stenosis, -D: luminal
irregularity; left circumﬂex artery(LCX): -M: 50% stenosis, -D: 70% stenosis; right
coronary artery(RCA): heavy calciﬁcation and total occlusion from ostium, with
collateral supply from LCX-RV branch and LAD septal branch to RCA –PDA branch.
The SYNTAX score was 32.
Compared with the previous coronary angiogram in 2010. The severity of left coro-
nary arteries were similar, while the right coronary artery progressed.
[Interventional Management]
Procedural step:
1. Deﬁne the culprit lesion: RCA
Because the RCA became more severe in recent 3 years
2. Antegrade route:
We used one FR 4/7 guiding catheter and one Pilot 200 guidewire, trying to pass the
chronic total occlusion lesion via the micro-channel. Because of total occlusion from
RCA ostium. The guiding catheter could not engaged the vessel, and the support of
the catheter was poor. The guidewire could not pass the lesion.
3. Troubleshooting in retrograde guiding catheter
The operator chosed one EBU 3.5/7 for retrograde route. However, the guiding
catheter could not pass into descending aorta because of the stenotic left iliac artery.
4. Tip-in method
One Terumo wire was inserted from the right iliac artery to the left iliac artery. Then
the wire was advanced into the EBU guiding catheter successfully. The EBU catheter
passed the stenotic lesion.
5. Retrograde route:S130 JACC Vol 63/12/Suppl S j AThe EBU 3.5/7 guiding catheter was engaged to left main coronary artery. Under one
ﬁnecross catheter support, one Sion guidewire was used, trying to advance to RCA
from LCX-RV branch or LAD septal branch. Despite several attempts, the Sion wire
failed to passed the collateral branch.
6. Re-try antegrade approach
We decided to try antegrade route again with previous FR 4/7 guiding catheter and Pilot
200 guidewire. The Pilot 200 wire went into the micro-channel and passed the total
occlusive lesion successfully. The ﬁnecross catheter was advanced below the lesion, and
the guide wire was changed to the Sion wire, which was advanced to RCA-PL.
7. Rota-ablation
Because of calciﬁed lesion. Rota-ablation was suggested. One 1.5 mm rota burr was
advanced to RCA-D with 120000 bpm, and an 1.75 mm burr advanced RCA-M with
170000 bpm, respectively. IVUS was used to check vessel size after rota-ablation.
8. Revascularization with balloon dilation and stenting
One NC Sprinter 2.75 x 15 mm balloon was inﬂated at RCA-P to -M, up to 18 atm,
followed by stenting with one Xience Prime 2.75 x 38 mm drug-eluted stent, with the
pressure of 18 atm. The ﬁnal RCA was with TIMI 3 ﬂow.
Case Summary:
1. Both antegrade and retrograde approaches are critical for CTO PCI
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Successfully Treating Outside Interlayer and Hematoma After Opening RCA
CTO
Anlin LV
Fourth Military Medical University, China
[Clinical Information]
Patient initials or identiﬁer number:
Male, 64 years, chest depressed pain for 2 years, aggravation 7 days
Relevant clinical history and physical exam:
UCG: EF50%; MS (mild); LV large
X-RAY: More lung texture, breadth of mind 0.55
Relevant test results prior to catheterization:
Brain CT: Stroke mild, change of lacking blood
Normality of liver and kidney function
Relevant catheterization ﬁndings:
RCA CTO at the middle
[Interventional Management]
Procedural step:
JL3.5 settling the supporting power
Mini-catheter make wire passing through curved vessel
Change pilot200 through CTO bending part
Balloon depressed outside hematoma and interlayer
Strategy of stentJACC Vol 63/12/Suppl S j April 22–25, 2014 j TCTAP Abstracts/CASTCTAP C-104
Sheathless Transradial Reverse CART Intervention for Tortuous RCA CTO
Goma Maauf, Chiung-Jen Wu
Chang Gung Memorial Hospital, Taiwan
[Clinical Information]
Patient initials or identiﬁer number:
Shih Pi Yun
6117641
Relevant clinical history and physical exam:
A 67 years old female
Known to have CAD s/p PCI to mid LAD and proximal RCA July 2008
Referred from other hospital after failedRCA CTO wiring attempt May 2013
Complaint of chest pain on exertion
Risk factors: - Hyperlipidemia
NIDDM HTN
Parkinson’s disease
Relevant test results prior to catheterization:
Echo: No regional wall motion abnormalies
Thallium scan: Ischemia at apical and inferior segment
Relevant catheterization ﬁndings:
¼ Angiographic ﬁnding ¼E/Chronic Total Occlusions S131
